had occurred less than three months before operation, and in two patients it had occurred less than three weeks before.
The first successful excision of a left ventricular aneurysm was performed over 20 years ago. " Pathology of left ventricular scar In 50 cases, the left ventricular scar was considered as a true aneurysm, because of: (1) a discrete border between the left ventricular chamber and the bulging area on the left ventricular cineangiogram; (2) a clear-cut limit between healthy muscle and fibrous tissue at the time of operation; and (3) a transmural lesion, the entire thickness of muscle being replaced by thin, homogeneous fibrous tissue. Among these 50 aneurysms, 41 were anterior and nine were inferior.
In the remaining 20 patients, the left ventricular scar was considered as a segmental dyskinetic area because of the absence of the above criteria. There was less bulging, more diffuse fibrous scarring of the left ventricular wall, and no discrete limit between scar and healthy muscle. In those cases, coronary artery lesions were more frequently diffuse than in true ventricular aneurysm (Table 2) . Among patients with only one vessel involved, 86 per cent had a true ventricular aneurysm (p < 0'05). Statistically significant factors influencing mortality rate were: (1) nature of indication for operation and (2) type of anatomical lesion. Among 49 patients operated on for one single complaint (congestive heart failure or ventricular arrhythmia or angina pectoris) four died, while there were six deaths in the group of 21 patients having a double or triple reason for surgery (p < 0001).
Aneurysm resection accounted for five deaths among 50 patients (10%) while resection of asynergic areas led to five deaths in a group of 20 patients (25%) (p < 0-01, Table 3 ). Combined analysis allowed us to separate highand low-risk groups. High-risk patients had at least two of the three following factors: (1) age over 50; (2) surgery decided upon for more than one complaint; and (3) a left ventricular lesion considered to be asynergic. In this group, operative mortality was 30 per cent (9/31). Low-risk patients had at least two of the following descriptors: (1) age under 50; (2) operation decided upon for one single reason; and (3) a true aneurysm. In this group, operative mortality was 2-5 per cent -(1/39), a significantly lower rate (p < 0-01).
LATE POSTOPERATIVE COURSE
Survival was studied by the actuarial method (Fig. 1) . Including the initial fall caused by operative mortality, predicted survival was 80 per cent one year after operation and 65 per cent six years after operation.
Long-term results were estimated in 46 of the 70 patients for whom postoperative follow-up was begun two years before the beginning of the study (mean 47 months, maximum eight years). Five of these patients died from cardiac causes, three from extracardiac causes between two and 18 months after operation (mean nine months), and five had dropped out. Among the 33 long-term survivors, recurrence of ventricular tachycardia. Left ventriculography in this patient showed the recurrence of a posterior aneurysm which was successfully resected 27 months after the first operation. Fig. 2 shows the functional results in 27 patients operated on for cardiac failure or angina pectoris or both. Only two patients of this group were still in class III and no patient was considered to belong to class IV of the NYHA.
The only significant factor influencing long-term results in this series was the anatomical type of left ventricular wall lesion (Table 4) . In all 26 patients Years post-op.
operated on for a true ventricular aneurysm the result was satisfactory. In 12 patients operated on for an asynergic area, favourable results were observed in five patients only (p <0001). 
